Sir,

A 52-year-old otherwise healthy female agricultural worker reported with 1 year history of painless nodules in the right retroauricular area. Lesions started as papules which gradually increased in size and number and were associated with episodes of bleeding on minimal trauma. There was no history of any preceding trauma. She was pale and systemic examination was unremarkable.

On cutaneous examination, there were multiple grouped, shiny erythematous nodules of variable sizes (1 × 1 to 2 × 2.5 cm) with surface showing telangiectasias and hemorrhagic crusting in the right retroauricular area \[[Figure 1](#F1){ref-type="fig"}\]. Lesions were not tender and soft to firm in consistency. There was no regional lymphadenopathy. Differential diagnosis of angiolymphoid hyperplasia, pyogenic granuloma and nodular BCC were considered and biopsy was done.
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Histology showed round to oval basaloid cells with enlarged nuclei and scanty cytoplasm arranged in sheets, nodules and islands. Peripheral palisading was absent and stromal retraction clefts noted \[[Figure 2](#F2){ref-type="fig"}\]. There was keratin pearl formation in the cell nests. Perineural infiltration of tumor cells and prominent mitotic activity with few apoptotic bodies were seen \[[Figure 3](#F3){ref-type="fig"}\]. All these were suggestive of basal cell carcinoma with squamous differentiation (metatypical BCC).
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Her Hb% was low \[7 gm%\]. Ultrasound abdomen, X-ray chest and skull were normal. The lesion was excised with a clear margin and there was no recurrence in the next 6 months.

Basosquamous carcinoma (BSC) is a rare aggressive variant of basal cell carcinoma constituting 1-2% of the skin tumors. It shows features of both basal cell carcinoma and squamous cell carcinoma linked by a transition zone.\[[@ref1]\] Around 65-85% of the tumors are found in the head and neck region with 12% being found on the auricle, primarily on the posterior auricle followed by preauricular and retroauricular areas.\[[@ref2]\]

BSC presents as slow growing tumor and is clinically indistinguishable from BCC. Presentation can be nodular, ulcerative, pigmented, superficial and morphea form.\[[@ref3]\] There are reports of BCC clinically mimicking pyogenic granuloma and lupus vulgaris.\[[@ref4][@ref5]\] In our case it resembled angiolymphoid hyperplasia.

BSC is probably under diagnosed due to superficial biopsy specimens and a deep biopsy is required as squamous differentiation may only be present in deep layers or perineurally. Histology shows small, uniform, hyperchromatic cells, with peripheral palisading and stromal reaction. Basaloid cells which, in comparison to classic cells in BCC, are typically larger, mitotically more active and with increased apoptotic nuclei compared to BCC and with variable cytoplasmic keratinization and less likely to have peripheral palisading or stromal reaction. Lymphatic and perineural invasion increase the risk of local recurrence.\[[@ref6][@ref7]\] The transition zone between BCC and SCC may or may not exist and is not necessary for diagnosis of BSC. This tumor has a high proliferative activity, propensity for local destruction and potential for an early regional and distant metastasis, the behavior that all together differs from basal cell carcinoma. Hence, this tumour was described as a wolf in sheep clothing.\[[@ref8]\]

Treatment includes wide surgical excision with clear margins and long-term follow up. Repairing retroauricular defects is very difficult as serious deformities of the auricle occur due to wrong reconstruction. Our case is unique in that it resembled angiolymphoid hyperplasia clinically and histologically turned out to be BSC, a rare variant of BCC.
